Sir, We read with great pleasure the article by Arabi et al. "Shifting paradigm: From no code and do-not-resuscitate to goals of care policies." [1] The authors highlight that the policies dealing with the limitations of medical treatment in patients with compromised medical conditions, as defined by no code or do-not-resuscitate status, are concerned by a number of inconsistencies. These include the understanding and implementation of the concept, the decision-making, the communication to patients and their relatives, and the management, that is influenced by the false belief that no code or do-not-resuscitate orders always state that the patient is approaching the end of life. The author claims that the new approach of goals of care, that is aimed at discussing the decision about resuscitation within the global plan of care and is supported by increasing literature, [2] should be regularly used in patients in critical conditions. Indeed, 10 years ago we reported that in a group of elderly patients (mean age was 81 years) with acute hypercapnic respiratory failure who received a do-not-intubate order, 87% were successfully treated with noninvasive mechanical ventilation (NIMV).
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